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resected with a pneumonectomy, the second procedure 
will carry the challenge of an operation on a single lung, 
whose function has to recover entirely in the immediate 
postoperative period. Two factors directly interfere with 
the postoperative r spiratory function: the extent of re- 
section and the parietal restriction effect of thoracotorny. 
Our general guideline is to plan a resection that leaves an 
FEV1 of at least 1 L after operation. Therefore we would 
not propose operation to a patient with an FEV 1 less than 
1.2 L. The resection should be as economic as possible and 
should probably be restricted to patients with T1 lesions. 
We considered that a middle lobectomy or a lingular 
resection was the permitted maximum; we were thus able 
to resect a small T2 lesion (Fig. 1). 
To decrease as rar as possible postoperative parietal 
restriction, the accurate choice of surgical approach is of 
paramount importance, and we entirely suscribe to the 
authors' choice of sternotomy or muscle-sparing lateral 
thoracotomy. Quite obviously, a standard posterolateral 
thoracotomy should be avoided. In out first three patients, 
we elected a median sternotomy, which is renowned to 
convey fewer respiratory side effects and decreased post- 
operative pain. ä Furthermore, these three patients had 
lesions located in the middle lobe or lingula, which had 
switched into a retrosternal position by transmediastinal 
herniation after pneumonectomy (Fig. 1). This approach 
has been discussed in a case report published previously 
by our group. 6We were disappointed with unpredictäble 
cases of postoperative r spiratory failure that complicated 
the outcome of two patients. 
A muscle-sparing lateral thoracotomy is an elegant 
alternative for posteriorly located lesions; this incision 
needs to be just large enough to permit easy insertion of 
the palpating hand and stapling devices. The ideal way 
would be video-assisted thoracoscopic surgical resection, 
because the thoracotomy would be lirnited to some stab 
wounds. However, the peroperative need for pneumotho- 
rax and immobility of the lung would require the use of 
cardiopulmonary b pass and would add another factor of 
morbidity. We demonstrated that lobar exclusion with a 
bronchial blocker is feasible during a limited-access tho- 
racotomy; this would probably be insufficient for adequate 
exposure for a video-assisted thoracoscopic surgical pro- 
cedure. 
Surgical resection is the most satisfactory treatment 
option for bronchogenic cancer. It may be done success- 
fully after pneumonectomy in patients who are seen with 
T1 second primary cancer and may yield significant long- 
term survival. However, the operative risk is considerable 
in these patients and should therefore be balanced with 
the less satisfactory treatment of focal radiotherapy, which 
is a valuable alternative in high-risk patients. 
Again, we would like to compliment Dr. Westermann 
and his colleagues for their excellent results. 
Gilbert Massard, MD 
Jean-Marie Wihlm, MD 
Georges Morand, MD 
Department ofThoracic Surgery 
University Hospital of Strasbourg 
F-67091 Strasbourg, France 
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Reply to the Editor: 
Massard, Wihlm, and Morand describe four patients 
seen in a period of 7 years and we observed eight patients 
in 4 years: the condition apparently is rare. 
The postoperative problems that occurred in two of 
their four patients indicate the importance of careful 
preoperative evaluation of pulmonary and cardiac func- 
tion. 
We think that mediastinoscopy is mandatory in all 
surgical candidates because operation on the remaining 
lung after previous pneumoneetomy should not be done in 
N2 cases. If necessary, repeat mediastinoscopy is a safe 
procedure in experienced hands (Meersschaut D, Ver- 
massen F, Brutel de la Rivère A, Knaepen P J, van den 
Bosch JMM, Vanderschueren RGJRA. Repeat mediasti- 
noscopy in the assessment in new and recurrent lung 
neoplasm. Ann Thorac Surg 1992;53:120-2). 
We fully agree that resection should be economic, but 
resection of several segments or a lobe is sometimes 
possible. We also favor median sternotomy whenever the 
tumor can be reached through this approach. Video- 
assisted thoracoscopic surgery (VATS) is a routine pro- 
cedure in out hospital for pneumothorax, lung biopsy, or 
benign lesions. However, we do not use the thoracoscopic 
approach for resection of bronchial carcinoma because 
VATS violates several principles of oncologic surgery. In 
patients after pneumonectomy, the intrapleural space 
needed for VATS will not be sutIicient. 
We are grateful to Massard, Wihlm, and Morand for 
their contribution because we think that many patients 
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with resectable bronchial carcinoma in a single lung are 
denied resection because of the operative risk. 
Cornelis J. J. Westermann, MD 
Henry A. van Swieten, MD 
Aart Brutel de la Rivière, MD 
Jules M. M. ran den Bosch, MD 
Vincent A. M. Duurkens, MD 
St. Antonius Ziekenhuis 
3435 CM Nieuwegein, The Netherlands 
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Ostioplasty for isolated coronary artery ostial 
stenosis 
To the Editor: 
We read with interest he recent article aand correspon- 
dence 2, 3 relating to the surgical treatment of isolated 
coronary ostial stenosis. We would like to adda word of 
caution. 
In 1992, a 46-year-old man presented with a history of 
rapidly progressive angina. Cardiac catheterization 
showed severe isolated left coronary ostial stenosis. With 
the aid of cardiopulmonary b pass and eardioplegic car- 
diac arrest, a left coronary ostioplasty was performed by 
insertion of a gusset of long saphenous vein into the left 
main coronary artery and adjacent aorta. Cardiopulmo- 
nary bypass was discontinued without diificulty. Four 
hours after the operation, the patient's condition deteri- 
orated suddenly and rapidly, and ventricular fibrillation 
ensued within a couple of minutes. Urgent resternotomy 
was performed, at which time it was noted that the right 
ventricle was elearly well perfused, with a vigorous ven- 
tricular fibrillation. However, the left ventricle showed 
only very fine ventricular fibrillation and was severely 
discolored. The distinction between the left and right 
ventricles was marked. A clinical diagnosis of thrombosis 
of the left main stem artery was made, but despite full 
resuscitation the patient died. At postmortem examina- 
tion the left coronary ostium was widely patent and no 
thrombus could be identified. We believe that the throm- 
bus taust have been dislodged uring the resuscitation. 
We would therefore adda word of caution regarding 
this new technique, especially as the option of revascular- 
ization with the internal mammary artery is well estab- 
lished and carries a very low risk with good long-term 
results. 4
Walid C. Dihmis, FRCS 
Jonathan A. Hutter, FRCS 
Department of Cardiac Surgery 
Bristol Royal Infirmary 
Bristol BS2 8HW, United Kingdom 
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Reply to the Editor: 
We have read the letter by Drs. Dihmis and Hutter with 
great interest. We find it a presumptive conclusion that an 
enlarged coronary artery ostium should be prone to 
thrombosis. A widely patent coronary ostium with good 
runoff, on the other hand, should protect against blood 
stasis. This theory is further supported by the fact that no 
thrombus was found at postmortem examination. Many 
other factors may affect he outcome after coronary artery 
surgery, lntraoperative myocardial protection may be 
ditficult in the case of a left main stem stenosis, and factors 
such as hypoxia, acid-base imbalance, and electrolyte 
imbalance may also cause postoperative cardiac arrhyth- 
mias. 
A well-constructed coronary ostial enlargement is un- 
likely to be at high risk for thrombosis. We do, however, 
welcome the message of the report that coronary ostial 
enlargement is not a simple operation. Careful selection 
of patients, adequate intraoperative myocardial protec- 
tion, proper enlargement of the ostium without distortion, 
and efficient postoperative care are vital in achieving ood 
results. 
Catharina A. M. van Doorn, FRCS 
R. Unnikrishnan Nair, MS, FRCS 
Department of Cardiothoracic Surgery 
Killingbeck Hospital 
York Road 
Leeds LS14 6UQ, United Kingdom 
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